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ABSTRACT: 
 
On January 17, 1990, at 2026 hours, a Reactor Protection System (RPS) 
actuation occurred with the unit at 100% power. The reactor trip 
occurred during performance of a routine operations surveillance test on 
the power range nuclear instrumentation channels. The operator 
performing this test had inadvertently placed the bistables for two 
independent channels of the overtemperature differential temperature 
(OT,delta T) reactor trip feature into the tripped position, completing 
the required logic to initiate the RPS actuation. The primary cause of 
this event was identified as personnel error, with a possible 
contributing factor being the format of the test procedure. The operator 
has been counseled regarding procedure adherence and attention to detail. 
In addition, the Manager - Operations has communicated to operations 



personnel the importance of promptly identifying and correcting 
situations which might later result in a personnel error or injury. 
Also, a review will be performed to establish and document the aspects of 
human factors, procedure format, and work practices which may have 
contributed to the occurrence of this event. The NRC was notified of 
this event pursuant to 10CFR50.72(b)(2)(ii) at 2105 hours via the 
Emergency Notification System. This Licensee Event Report is submitted 
pursuant to 10CFR50.73(a)(2)(iv). 
 
END OF ABSTRACT 
 
TEXT PAGE 2 OF 3 
 
I. Description of Event 
 
On January 17, 1990, the unit was operating at steady-state 
conditions with reactor power at 100% and net electrical generation 
at 746 MW. 1_/ Routine operations and shift activities were in 
progress. At the time of the event, operations personnel were 
performing a regularly scheduled Operations Surveillance Test, 
OST-007, "Nuclear Instrumentation Comparator Channel," which is 
performed biweekly when the reactor is at power. This test required 
that the overtemperature differential temperature (OT delta T) and 
overpower differential temperature (OP delta T) reactor trip 
bistables be tripped for the power range nuclear instrumentation 
(NI) channel being tested. While performing steps for testing the 
first channel, NI-41, the operator tripped the associated OT delta T 
and OP delta T bistables for Protection Channel I. The operator 
then inadvertently tripped the OT delta T and OP delta T bistables 
associated with N-42 (Protection Channel II). This fulfilled the 
required logic to initiate a Reactor Protection System (RPS) 
actuation. An OT delta T reactor trip was received at 2026 hours. 
Plant conditions were subsequently stabilized in accordance with 
Emergency Operating Procedures with no problems or discrepancies 
noted. At 2105 hours, notification was made to the NRC via the 
Emergency Notification System. This notification was made pursuant 
to 10CFR50.72(b)(2)(ii) as an event or condition which resulted in 
automatic actuation of the Reactor Protection System. 
 
II. Cause of Event 
 
The primary cause of this event was a personnel error. 2_/ The 
operator performing the surveillance test inadvertently tripped the 
bistables for Protection Channel II. Since the associated bistables 
for Protection Channel II were already in the tripped position, the 
two-out-of-three logic for RPS actuation was fulfilled. 



 
A possible contributing factor is the format of the procedure used 
for performance of this surveillance. OST-007 provides four columns 
for step signoffs, one for each of the four channels of power range 
nuclear instrumentation. As sequential steps are performed within 
the procedure, they may or may not apply to the channel being 
tested. The operator must recognize whether the step to be 
performed is applicable to the channel being tested. 
 
1_/H. B. Robinson Steam Electric Plant Unit No. 2 is a Westinghouse 
Pressurized Water Reactor power plant in commercial operation since March 
1971. 
 
2_/Cause Code: A 
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In this event, the step for tripping of Protection Channel I 
bistables (applicable to N-41) is located at the bottom of a page, 
while the step which tripped the Protection Channel II bistables 
(applicable to N-42) is located at the top of the next page. In 
summary, the format of OST-007 may have contributed to the 
occurrence of this event. However, an investigation is currently in 
progress to establish and document the causal factors which resulted 
in the inadvertent RPS actuation. 
 
III. Analysis of Event 
 
The Reactor Protection System properly responded to the inadvertent 
positioning of the bistables. All systems performed as designed 
with no discrepancies or anomalies observed. Operations personnel 
responded to the transient in accordance with the Emergency 
Operating Procedures and established stable plant conditions with 
the unit at hot shutdown. 
 
This Licensee Event Report is submitted pursuant to 
10CFR50.73(a)(2)(iv) as an event or condition that resulted in 
manual or automatic actuation of the Reactor Protection System. 
 
IV. Corrective Actions 
 
The responsible individual has been counseled with regard to 
procedure adherence and attention to detail. Also, the Manager - 
Operations has communicated to operations personnel the importance 
of promptly identifying and correcting situations which might later 
result in a personnel error or injury. 



 
Also, as stated above, a review will be completed which will 
establish and document the aspects of human factors, procedure 
format, and work practices which may have contributed to the 
occurrence of this event. This review will be completed by April 
20, 1990. 
 
V. Additional Information 
 
A. Failed Component Identification 
 
None 
 
B. Previous Similar Events 
 
LER 89-005 described a reactor trip which resulted from the 
inadvertent closure of a main steam isolation valve. 
 
LER 87-025 described a reactor trip which resulted from a 
personnel error during performance of a routine Maintenance 
Surveillance Test on the reactor trip breakers. 
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Gentlemen: 
 
The enclosed Licensee Event Report (LER) is submitted in accordance with 
10 CFR 50.73 and NUREG-1022 including Supplements No. 1 and 2. 
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